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A B S T R A C T
Objectives: This study aims to examine the correlation between the different types of migrant acculturation
strategies according to Berry’s model of acculturation (integration, assimilation, separation, and marginalisation)
and their effects on mental health conditions, such as depression, anxiety and PTSD.
Study design: Systematic Review.
Methods: Three databases (PubMed, Ovid and Ebsco) were searched using different combinations of search terms
to identify relevant articles to be included. The search terms were pre-identified using relevant synonyms for
“migrants”, “mental health” and “integration”. The list of article titles from these searches were then filtered using
predefined inclusion and exclusion criteria. The mental health consequences included a range of common con-
ditions including suicide/self-harm, depressive disorders, psychosis, as well as substance misuse.
Results: 21 primary studies were included in the review, which assessed 61,885 migrants in total (Fig. 1 and
Supplemental File 1). Of these, seven were cohort studies and fourteen were cross-sectional studies.
Most studies showed that marginalisation was associated with worse depression symptoms, compared to inte-
gration, assimilation and separation, while integration was associated with the least depressive symptoms.
Marginalisation more than triples the likelihood of anxiety-related symptoms compared to integration. Similarly,
separation increased the likelihood of anxiety-related symptoms nearly six-fold.
Conclusions: Our review found out that marginalisation had the worst effects on mental health of the migrant
populations while integration had the most positive effects. The study also identified three key sources which may
contribute to acculturation stress and worse mental health: low education or skill set, proficiency of the host
country’s language, and financial hardships.
1. Introduction
According to United Nation High Commissioner for Refugees
(UNHCR), there has been an increase in the number of displaced persons
globally from 41.1 million in 2010 to 79.5 million in 2019 [1]. Nearly 26
million of them are refugees with half of whom are under the age of 18
[2].
Migration is driven by a combination of factors that can be cat-
egorised as ‘macro-‘, ‘meso-’ and ‘micro-factors’ [3]. ‘Macro-factors’
include political turmoil, conflict, and environmental changes. These
‘macro-factors’ are the main drivers of forced migration that generate
large numbers of refugees and asylum seekers. ‘Meso-factors’ include the
influence of communication technology, and in particular social media,
attracting people out of their origin countries into their destination
country due to the perceived attractiveness of the destination country
[3]. Moreover, diasporic links with family members who have migrated
abroad can reinforce the desire to migrate from their origin country [3].
‘Micro-factors’ include education, marital status, religion and personal
willingness to migrate [3]. The ‘meso-’ and ‘micro-factors’ are often the
key drivers for migrants who leave their own countries in search of better
opportunities elsewhere [3].
The large increase seen in migration in recent years may be attrib-
utable to the significant ‘macro-factors’ driving migration. For example,
political and economic turmoil in countries such as Venezuela have led to
an exodus to other parts of Latin America, North America, and the
Caribbean [2]. Environmental changes has similarly led to an increase in
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climate change immigrants from affected countries such as Bangladesh
[4], and countries in the Lake Chad basin [3]. Climate change is mani-
festing directly through environmental degradation, food insecurity,
water stress and economic decline. In turn, climate change has been
linked with conflict, arguably the largest cause of forced migration in the
last decade [5,6]. Since the so-called Arab spring, countries such as Syria,
Iraq, Afghanistan, and Yemen have had seen large populationmovements
both internally and abroad [1,2]. Continuing conflicts in several
Sub-Saharan African countries including South Sudan, Democratic Re-
public of Congo (DRC), Mali and Somalia also contribute to the rise in
refugees globally [1,2].
Migration is however not without consequence for the migrants
involved. One recognized consequence is the impact on the mental health
and wellbeing of migrants. Greater prevalence of mental health condi-
tions such as PTSD, depression and anxiety have been reported in mi-
grants [7–9]. Traumatic events such as conflicts and arduous migration
journeys can cause a range of traumatic psychological stress responses in
these refugees [10]. In addition, migrants often face a whole host of new
challenges when they arrive at their new geographic location, such as
acculturation stress, discrimination, and considerable socioeconomic
disadvantage.
Coping and cultural adaptation strategies have a key role in miti-
gating the adverse mental health consequences of migration [11].
Consequently, a fuller understanding of these strategies and how they
influence the acculturation process is essential. Four main categories of
acculturation strategies have been proposed by Berry (1997) [12]: Inte-
gration, Assimilation, Separation and Marginalisation. Integration refers
to the strategy where someone from a different culture adopts the cul-
tural norm of the country they have moved to, while retaining their own
culture. Assimilation refers to the strategy where someone adopts the new
culture while rejecting their own cultural norms. Separation refers to the
strategy where someone retains their own cultural norms while rejecting
the new culture of the country they have moved to, and marginalisation
refers to the rejection of both the new and their own cultures.
This study aims to examine the correlation between the different
types of migrant acculturation strategies and their effects on mental
health conditions, such as depression, anxiety and PTSD. In addition, the
study aims to explore factors and determinants that may impact the
acculturation and mental health of migrant populations. In this article,
the term “migrants” was used to encompass refugees, asylum seekers,
displaced people and migrants due to war or conflict, economic, envi-
ronmental, political, and humanitarian reasons.
2. Methods
Three databases (PubMed, Ovid and Ebsco) were searched using
different combinations of search terms (Table 1) to identify relevant ar-
ticles to be included. The search terms were pre-identified using relevant
synonyms for “migrants”, “mental health” and “integration”.
With reference to Table 1, the search function used for all the data-
bases was (Refugees OR Asylum seekers OR Displaced person OR Mi-
grants) AND (Mental health OR Depression OR PTSD OR Anxiety OR
Suicide OR Substance abuse OR Self-harm OR Schizophrenia) AND
(Integration OR Assimilation OR Belonging OR Settled OR Part of society
OR Incorporation OR Inclusion). From these searches, a total of 1590
articles were initially identified: 492 articles via Pubmed, 316 via Ovid
and 782 via Ebsco.
The list of article titles from these searches were then filtered using
predefined inclusion and exclusion criteria (Table 2). We included only
articles written in English that were focused on international migrants,
acculturation and mental health. Articles written before 1999 were
excluded as we were interested in studying the impacts of recent
migratory patterns in the last 20 years. Case studies were excluded due to
the recognized limitation that such anecdotal reports have significant
potential for bias. As the focus was on migration abroad, hence studies of
internal migration were excluded. We also excluded studies on children
or adolescents as their acculturation and mental health are likely to be
influenced by other complex factors unique to their development process.
The articles were filtered in four stages (Fig. 1): firstly the list was de-
duplicated, then screened for relevance based on their titles, and subse-
quently filtered by abstracts and finally through full article appraisals. If
there was uncertainty about the inclusion or exclusion of articles, they
were discussed within the research team until consensus was reached.
The final list of articles included were assessed for validity and quality
using either the CASP tool for cohort studies (Supplemental File 2) or
CEBMa checklist for cross-sectional studies (Supplemental File 3) as
appropriate. The articles were then analysed and relevant information
extracted using a predesigned template (Table 3). Migrants were cat-
egorised by: war/conflict reasons, economic reasons, environmental
reasons, political reasons or humanitarian reasons (i.e. post disaster).
Articles were also categorised between consequences reportedly arising
within the short term (within 5 years of migration) or longer term
(beyond 5 years of migration).
The mental health consequences included a range of common con-
ditions including suicide/self-harm, depressive disorders, psychosis, as
well as substance misuse. According to ICD-11, depressive disorders are
characterised by depressive mood (feelings of sadness, irritability,
emptiness) or loss of pleasure accompanied by other cognitive, behav-
ioural, or neurovegetative symptoms that significantly affect the in-
dividual’s ability to function [13]. Some symptoms include low mood,
low self-esteem, feelings of guilt and hopelessness, lack of motivation,
and suicidal ideation.
Anxiety disorders encompass a wide array of mental health condi-
tions, with the predominant symptom of feeling anxious. For the pur-
poses of this study, the clinical definition and symptoms of anxiety
disorders was obtained from the ICD-11 classification of Mental Health
and Behavioural disorders [14]. The key symptoms of anxiety disorders
can include feeling of losing control, anxiety and other accompanying
physical symptoms.
ICD-11 describes PTSD as re-experiencing traumatic events in a vivid
manner which leads to persistent perceptions of heightened threat and
avoiding thoughts, memories or activities reminiscent of the event [15].
The symptoms have to persist for several weeks and cause impairment to
areas of functioning in an individual.
3. Results
21 primary studies were included in the review, which assessed
61,885 migrants in total (Fig. 1 and Supplemental File 1). Of these, seven
Table 1
Search terms and permutations used for databases.
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were cohort studies and fourteen were cross-sectional studies. Migrants
in these studies originated from multiple countries, but principally from
Russia, Iran, Turkey, Syria, former USSR nations, Morocco, Eritrea, and
Sudan. The host destinations were mainly European countries and North
America. The main reasons for migration cited in these studies were
primarily due to war (74.4%), or economic reasons (75.7%). Of the 21
studies, three analysed the effects on mental health in the short term (<5
years), eleven measured longer term effects on mental health (>5 years),
three measured both short and longer term effects, and four papers did
not specify the duration. According to the CASP and CEBMa checklists,
twelve studies were assessed to be of high quality, while the rest were
considered to be of lower quality.
3.1. Different acculturation strategies and their impact on depressive
symptoms
3.1.1. Depressive symptoms
P9, P10, P21 showed that marginalisation was associated with worse
depression symptoms, compared to integration, assimilation and sepa-
ration (Table 4). P4, P6, P9, P10, P19, P21 showed that integration was
associated with the least depressive symptoms. However, two articles
[P9, P10] found no statistically significant differences between the ef-
fects of integration and assimilation on levels of depressive symptoms.
One article [P21] reported no significant difference between integration
and separation on levels of depressive symptoms. Three studies observed
that assimilation is associated with lower depressive symptoms
compared to separation [P4, P9, P10].
3.1.2. Anxiety symptoms
One study [P21] showed that marginalisation more than triples the
likelihood of anxiety-related symptoms (OR 3.70; 95% CI, 1.03–13.31)
compared to integration. Similarly, separation increased the likelihood of
anxiety-related symptoms nearly six-fold (OR 5.82; 95% CI, 1.20–28.34).
3.2. Level of acculturation and its impact on mental health
Ten studies reported on the degree of acculturation and its effects on
depression. Four studies observed a statistically significant negative
correlation between acculturation and depressive symptoms [P7, P14,
P15, P19]. One article [P18] reported that levels of acculturation had no
significant effect on depressive symptoms, but had a positive correlation
with life satisfaction. Three studies reported on the degree of accultur-
ation and its effects on anxiety. They observed a negative correlation
between acculturation and anxiety symptoms [P7, P14]. Two studies
[P14, P21] reported on the degree of acculturation and its effects on
PTSD. These studies found that higher degrees of acculturation was
associated with lower symptoms of PTSD.
3.3. Factors that negatively impact acculturation of migrants
A total of eleven studies reported factors that may influence the level
of acculturation (Supplemental file 4). Sixteen factors were identified,
and were categorised as intrinsic and extrinsic factors. The main intrinsic
factors were PTSD [P1], worry about family or friends [P5], host lan-
guage proficiency [P4, P5], significant past mental health conditions
[P14], the extremes of age [P14, P19], nationality of the migrant [P7],
and low education status [P19]. One paper [P18] reported no effect of
gender over 18 years of age, and another [P16] found no effect of
migration status on acculturation.
The extrinsic factors that negatively impacted acculturation were
longer duration of stay [P2], unemployment [P19] and lack of a long-
term partner [P19]. Interestingly, nationality was identified as a factor
that may impact acculturation of migrants. This may be due to similar-
ities in language, practices and culture, or having a well-established
community in the host country. One paper [P5] suggested that discrim-
ination towards the migrants had no statistical significance on
acculturation.
3.4. Factors that negatively impact the general mental health of migrants
A total of five studies reported on the factors that may influence the
level of acculturation (Supplemental file 5). Nineteen factors were
identified. Intrinsic factors included ethnicity [P1], poor physical health
[P1], lower levels of host language proficiency [P13], low sense of
belonging [P13, P17], low education [P17], extremes of age [P17], fe-
male gender [P17], and previous war experiences [P20]. Extrinsic factors
identified included not being married [P1], lack of social activity outside
Fig. 1. Flow-chart depicting methodology.
Table 3
Classification of information extracted from each article.
Type of migrant War, Economic, Environmental, Humanitarian,
Political
Migrant country of origin Country, WHO region
Migrant destination Country, WHO region
Type of mental health
disorder
Suicide/Self-harm, Depression, PTSD, Anxiety,
Psychosis, Schizophrenia, Addiction/Substance
abuse, Behaviour disorders (Conduct, antisocial
personality disorder), Psychosomatic Symptoms,
Others (specify)
Type of article Cohort study, Cross-sectional
Length of study Short term (<5 years), Long-term (>5 years)





Each cell shows the articles supporting the acculturation strategy in the title
column against the acculturation strategy in the corresponding row. NS - non-
significant differences reported.
Superior Integration Assimilation Separation Marginalisation
Integration P9 – NS
P10 – NS
P21 –
Assimilation P4, P6, P19 – –
Separation P4, P9, P10,
P19
P4, P9, P10 –
Marginalisation P9, P10, P19,
P21
P9, P10 P21
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of home [P1], unemployment [P1, P17], integration stressors [P5],
greater financial hardships [P13], lower income [P17], and less preser-
vation of cultural traditions [P20]. However, nationality [P17] and
length of stay in the country over 5 years [P17] did not appear to have a
negative impact on their mental health. In the short term, i.e. length of
stay in the host country less than five years, had a positive impact on
mental health [P17].
3.5. Factors associated with a higher risk depression symptoms
A total of twelve studies reported on the factors that may influence
the level of acculturation (Supplemental file 5). 22 factors were identi-
fied. Intrinsic factors included female gender [P3, P9, P18], low skills
[P7], low education level [P8, P9, P12], worse host language proficiency
[P9], poor perceived health [P11], poor physical health [P15], nation-
ality [P16], strong cultural preservation [P8], and past traumatic events
[P6]. However, some studies showed that age [P4, P10], gender [P10]
and level of education [P10] had no effect on increasing the risk of
depression symptoms.
Extrinsic factors included perceived cultural gap [P11], low socio-
cultural adaptation [P1], stressful life events [P11], high levels of
acculturative stress [P12], family dysfunction [P12], poor family re-
lationships [P15 ], low income [P3, P12], number of children living in
proximity [P11], assistance from adult children [P11], length of stay
[P11], ineffective social support [P12], lack of acculturation [P15], and
involuntary or forced migration [P18]. The lack of visa status was not
reported to have an impact on increasing the risk of depression symptoms
[P15].
4. Discussion
Our review showed how the different acculturation strategies affected
the mental health of migrants. The most striking finding was that mar-
ginalisation had the worst effects on mental health of the migrant pop-
ulations. This corroborates with previous observations by Yoon et al.
[16], and Berry and Hou [17]. Marginalisation is a complex phenome-
non. Migrant populations may choose to reject both the host and their
own ethnic culture for various reasons. Migrants may feel discrimination
and rejection from both cultures when their entry to the host country is
not legitimate. For example, it has been reported that some Mexican
migrants in the United States were rejected by their own ethnic groups
due to their illegal immigration status, which was associated with an
increased risk of depression [18]. Alternatively, systemic discrimination
faced in the host country might cause migrants to reject their own cul-
tures for self-protection and in an attempt to blend into host societies
better.
Marginalisation as an acculturation strategy would likely lead to
poorer mental health outcomes. A possible explanation for this could be
that ethnicity provides a social platform that offers an opportunity for
people to develop interpersonal relationships. This may be especially
important in migrant and minority communities. Better social networks
and relationships may help migrants cope with adverse and stressful
situations [19]. Similarly, one’s ethnic identity may help moderate the
stress of racial and ethnic discrimination. For example, an epidemiolog-
ical study on Fillipino Americans in 2003 concluded that having a sense
of ethnic pride, involvement of ethnic practices and cultural commitment
helps protect mental health [20]. Without a sense of ethnic identity, there
may be a lack of sense of solidarity in the face of discrimination. This may
in turn lead to greater acculturation stress and stress from discrimination,
thus leading to worse mental health [21]. Moreover, by rejecting both the
host and their own ethnic cultures, migrants may lack a sense of identity
or belonging to either community. This sense of belonging may be an
important buffer against depressive symptoms [22].
The majority of the studies reviewed indicate that integration had the
most positive effects on themental health of migrant populations. Several
studies also concluded that the effects of assimilation on mental health
may also be as beneficial as that of integration. Integration as an accul-
turation strategy (adopting both the host culture and their own) appears
to have a more significant positive effect than assimilation (adopting the
host culture whilst rejecting their own). This is on the basis that having a
strong sense of ethnic identity and community may help reduce one’s
perception of discrimination in the host societies. Moreover, a positive
ethnic identity also can help buffer and reduce the negative effects of
discrimination [23,24]. The quality of relationships also have a direct
influence on the mental health of migrants. Social ties have previously
been shown to affect mental health, health behaviours, physical health
and even mortality [25]. These effects can vary in a migrant population
as migrants might be living in large communities or isolated depending
on the type of acculturation strategies they have adopted. Social net-
works that provide avenues to communicate concerns and reduce stress
might be less available in the migrant population due to the lack of
accessibility [26,27].
Another theme identified was acculturation stress. As this is a broad
term, three key sources which may contribute to acculturation stress
were identified: low education or skill set, proficiency of the host coun-
try’s language, and financial hardships, which might be a consequence of
the preceding factors. People with low financial capital are more likely to
have a disproportionate burden of not only physical disease, but also
mental ill health such as depression [28,29]. Unemployment, precarious
employment, and having a limited skill-set, can all lead to negative
mental health outcomes in migrant populations [30,31]. Furthermore,
the lack of language proficiency of the host country further aggravates
the stress of acculturation. The inability of migrants to speak the host
language fluently impedes their ability to carry out activities of daily
living, seek employment or integrate well with the host society [32,33].
This review has several limitations. Firstly, there was considerable
heterogeneity in the methodologies, the populations studied and cultural
contexts amongst the included studies. Secondly, the definitions of
mental health conditions and symptoms used in the studies were not
consistent. For example, some of the cross-sectional studies did not use a
medical diagnosis but use symptomatology instead. Most of the studies
included in the systematic review were from high income countries such
as North America and European nations. Articles from countries which
have large migrant populations like Turkey and Pakistan might have
been excluded if they were not published in English.
Of the four acculturation strategies, integration was identified as the
approach that has the most positive impact on migrant mental health. As
such, governments of host countries should aim to implement policies
and schemes to assist migrants adopt and accept both the host and their
own cultures to reduce risk of developing mental health conditions.
Further research is needed to identify social policies and interventions
that best promote integration.
The building of social networks is likely to be key. There may be a role
for providing social support such as counselling, links to support groups
or shared-interest groups. Negative factors such as low skills, lower ed-
ucation levels and unemployment need to be addressed too. This could be
through providing migrants with opportunities to pursue further edu-
cation and skills training in the form of bridging courses to higher edu-
cation, or courses targeted at specific skills which may be relevant to
local economies. These skills and educational opportunities may not only
help boost their chances of employment and self-sufficiency, but also
their quality of life and general mental health. In addition, it is important
for host governments to provide affordable and accessible mental health
services for migrants. Governments could identify at-risk individuals
using the factors highlighted in this systematic review. Given the prob-
lem of limited public resources, these scarce resources could be effec-
tively channelled to develop mental health interventions for these at-risk
individuals.
The rising trends in global migration are likely to continue and
migration will be a ubiquitous phenomenon affecting many countries
globally. Indeed, some host societies such as the European Union have
recognized the need to address these issues and have introduced various
B. Choy et al. Public Health in Practice 2 (2021) 100069
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policies and practices to better integrate migrants into their society. It
remains a major public health challenge of our time and both further
research into this field and action is needed in order to better inform
public health policy and interventions.
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